, family history of coronary heart disease and aging 
Introduction
Good health seems to be an important determinant for the well-being and quality of life of people. The context of health is not limited to the physical well-being of individuals or communities but should take into account the emotional, socio-economic, mental, spiritual and cultural well-being of the individuals in the community. The most widely used definition of health is that provided by the World Health Organization (WHO): "Health is a complete state of physical, mental and social wellbeing, and not merely the absence of disease or infirmity" [1] . We aimed to measure the subjective health status in one question, which means that our measurements included not only physical health, but also social and psychological health components. We may assume that such a subjective health status will be affected by the presence of symptoms or specific complaints, but also by the medical diagnoses and risk factors known by the participant [2] . In the past, several studies have been set up to identify the determinants of subjective health. However, it has never been possible to develop an accurate conceptual description of subjective health status [3] . According to the second goal of the WHO Millennium Development Goals, everyone should have the possibility to develop one's own health potential. The subjective assessment of one's own health is considered to be a good indicator in this context, both at the individual level and at the level of society. Many studies were able to demonstrate a strong cohesion between subjective health and mortality [4] . Subjective health also seems to be a good predictor of morbidity, the level of functional ability and medical consumption [5] [6] [7] [8] [9] [10] . The subjective perception of health status is therefore a useful tool to detect high-risk persons and to estimate care requirements. This study aimed to describe the correlation of objective health-related factors with the perceived health of a sample of the Belgian population.
Methods

Participants
Participants were recruited during a food exhibition at the Brussels Exhibition Centre from October 6th to October 21th 2012. All adult visitors were invited to participate. Exclusion criteria were: pregnancy, taking vitamin K antagonists, showing signs of addiction to alcohol, medication or drugs, or being intolerant to blood and / or finger pricks.
Questionnaire
To evaluate the self-reported health (SRH) the part of the EQ-5D questionnaire measuring SRH using a visual analogue scale (VAS) was used [11] . We did not use the other scales from the EQ-5D questionnaire. Participants were asked to score their perceived health status on a scale between 0 and 100 with 0 corresponding with the worst health participants could possibly imagine and 100 meaning the best imaginable health. Scoring on the VAS was performed after recording the participants' age, gender and zip-code but before other health-related questions were asked. Participants were asked if they knew their length, weight, abdominal circumference, blood pressure, cholesterol level and blood sugar level. Subsequently these parameters were also measured. Furthermore, participants were asked about their medical history (coronary heart disease, hypercholesterolemia, diabetes, hypertension, other diseases) and their family history (breast cancer, coronary heart disease, diabetes, colon cancer). They were also asked about their latest tetanus vaccination.
Measurements
Some parameters of the enrolled subjects were measured. We respectively used a digital personal scale Seca Sensa 804 to measure weight, a Seca 206 wall-mounted measuring tape for height, a Seca 201 ergonomic circumference measuring tape for abdominal circumference, a calibrated DS-54 WelchAllyn sphygmomanometer blood pressure device for blood pressure, a OneTouch device using capillary blood for blood sugar and an Accutrend Plus monitor using capillary blood for total cholesterol. Capillary blood was obtained by pricking the index finger. A short medical history was obtained, focusing on food and beverage intake during the two hours before the measurement.
Approval of the ethical comity
The study protocol was approved by the ethical committee of the University Hospital Brussels. Visitors of the exhibition were allowed to participate after they had read the patient-information leaflet and had signed an informed consent form. After completing the questionnaire, participants were offered personalised health advice.
Statistical processing
Data were anonymously recorded in a mySQL database using an online custom-made PHP-based interface, hosted by the Faculty of Medicine and Pharmacy of the Vrije Universiteit Brussel. Incomplete data sets were eliminated from the database. From the entered data, body mass index (BMI) was generated by the system. Cardiovascular risk was estimated by the system using the Belgian SCORE risk tables [12] . Participants were assigned to either a low-SRH-group or a high SRH-group, using the SRH median (7.14) as an arbitrary cutoff. This permitted us to compare two groups of a similar size. Statistical analyses were performed using SPSS 22, using cross-tables and the Chi-Square test for discrete variables. A t-test was used to compare the means of two groups and the one-way ANOVA was used to compare the means of three groups.
A logistic regression was performed to determine variables linked with high or low SRH. The following variables were entered: gender, age-groups, language, region, hypertension, hypercholesterolemia, diabetes, coronary heart disease, no disease, family history of coronary heart disease, family history of colon cancer, family history of diabetes, family history of breast cancer, no family history, tetanus vaccination up-to-date, weight, length, abdominal circumference, does know blood pressure, does know blood sugar level, does know cholesterol level, no treatment or diet for cholesterol, diet for cholesterol, statin for cholesterol, plant stanol for cholesterol, smoker, alcohol abuse, physical activity, BMI (4 groups), cardiovascular risk groups (SCORE low, intermediate and high).
Results
Study population
In total 974 visitors participated: 31% men and 69% women. Ages ranged from 18 to 90 years, with an average of 53.3 years. Most of the participants (77%) were from the Flemish region, 18% from the Brussels Region and 5% from the Walloon Region. The median SRH was 71.4%: 499 participants had a SRH of 71% or lower and 475 had a SRH of more than 71%. The mean SRH was the highest among the very young (< 20 year) and decreased gradually until the age group of 50 to 59 years, to remain stable in the older age groups (Fig. 1 ).
Mean self-reported health
The mean SRH did not differ between men (72%) and women (71%) (Tab. I.). Neither was there a significant difference between regions, although Dutch-speaking participants had a lower SRH than French-speaking participants. SRH was lower among participants with known hypertension, diabetes and coronary heart disease compared to those without these conditions. Having a disease was related to a lower SRH than not having a disease. Having a family history of diabetes or coronary heart disease was also related to a lower SRH. However, having a family history of breast cancer or colon cancer was not related to a lower SRH. But having a family history of a hereditary disease was related to a lower SRH than not having family history of such a disease. Several other health parameters were assessed but only few were related to a lower SRH: not knowing one's own length, taking a statin, smoking and having little physical activity.
There was a linear relationship between BMI and SRH: the higher the BMI the lower the SRH. A similar relationship was found between cardiovascular risk and SRH: the higher the risk, the lower the SRH.
Mean values for parameters
In the group with low SRH, median age, mean previous and actual systolic blood pressures, previous and actual weights, previous and actual blood sugar levels, actual BMI and actual abdominal circumferences were higher than in the high SRH group. In the group with high SRH, mean previous and actual lengths were higher (Tab. II).
Logistic regression
Where possible, parameters were dichotomized and included in a logistic regression (Tab. III. 
Discussion
Sample population
Women and participants from the Flemish region were overrepresented in our study. Extra bias was caused by the fact that all participants were visitors of a food exhibition, meaning that severely disabled or seriously ill people were less likely to participate. As we never aimed to include a representative sample of the Belgian population, this did not hamper the interpretation of our results. Our purpose was to describe the correlation of objective health-related factors with SRH in an arbitrary sample of the Belgian population.
Self-reported health
Health status was not assessed by an objective third party. Even though self-assessment is undoubtedly influenced by external factors, including the views of other people, it was ultimately the participant himself who answered the questions. This type of subjective assessment could rather be an emotional reflection than a systematic, cognitive analysis. Moreover, the subjective measurement of health is without any doubt related to the participants' quality of life. We were particularly interested in "general" health and not in "current" health. With this subtle difference we tried to reduce the influence of temporary health issues. However, it is not clear how well participants were able to distinguish their general health from their actual health.
The median SRH in our study was 71.4%. In a Finnish study, a similar population had a SRH of 70% [13] . A similar study in Singapore also reported a SRH of approximately 70% [14] . Another study among institutionalised elderly reported a SRH of 78 [15] . Some caution is needed while comparing SRH-results from different studies and different countries, because a subjective approach of health could be highly influenced by cultural diversity. However, such a subjective assessment is sometimes influenced by some cultural related tendencies to complain more or to reflex a rather pessimistic view. Also the functional status appears to be related to ethnic variation [3] . Thereupon, SRH seems to be more useful to monitor health over a period of time or before and after a treatment. Another limitation of the SRH assessment using a VAS is the difficulty to differentiate participants considering themselves in good or bad health because every participant might use its own arbitrary cut-off between good and bad health. Assessment methods as proposed by the WHO or the one used in the National Health Interview Survey in de United States do not have this disadvantage [10, 16] .
Comparison with other studies
In the Belgian Health Interview Survey (HIS) of 2008 -using the assessment method proposed by the WHO -23% of the participants considered themselves not to be in good health [17] . As we used a VAS we cannot compare this figure with our results. However, some comparisons are possible. In the HIS more women (25%) than men (20%) reported a bad health. This was not confirmed by our findings. Neither could we confirm that inhabitants of the Flemish region complained less about bad health (21%) than the inhabitants of the Walloon region (26%) or Brussels region (26%). In our study (very) young participants scored the highest mean SRH with a gradual decrease until the age of 50. The HIS showed a similar evolution. But contrary to our findings that SRH remained stable in the older age groups, the HIS reported a continuing decrease in SRH after the age of 60. This can be explained by the fact our study population was a selected "mobile" population and that disabled or seriously ill people were less likely to visit the exhibition. 
Factors associated with self-reported health
This multivariate analysis reconfirmed the relationship between low SRH and known diabetes, as has already been reported in other studies [19, 20] . Several studies also found increased BMI to be related to low SRH [21] [22] [23] . Similar evidence exists for coronary heart disease and aging [24, 18] . There is even some evidence that SRH predicts the prognosis after percutaneous coronary stenting [25] .
Regarding the association between smoking and SRH strong evidence exists. An Irish study showed that nonworking status, no private health insurance, inability to afford enough food, no car, being non-married, low social participation, serious neighbourhood problems, low social support, smoking, no alcohol consumption, illicit drug use, low physical activity and obesity were associated with poor SRH [26] . Only little is known about the influence of language on the SRH. A study in Singapore showed that Chinese speaking participants reported a lower SRH than English speaking participants despite that only very few differences existed between both groups, except the language [14] . In our study Dutch-speaking participants reported a lower SRH than French-speaking participants. The importance of language as such is unclear, because important cultural and socio-economic differences exist between both groups. Our study detected an association between low SRH and not knowing one's own length. Although only few participants didn't know their length, we found it to be a strong predictor of low SRH. To our knowledge no information exists on this association, but other studies do mention an association between knowing one's own medical condition and SRH [15] . It is remarkable that in our study this association was only found for length and not for blood pressure, weight or other evident parameters. Having a family history of breast cancer or coronary heart disease also seems to impact on SRH.
Knowing that one has an increased risk for a hereditary disease seems to affect one's SRH. However, this was not confirmed for colon cancer. In our study, being on a cholesterol-lowering diet was associated with a high SRH, confirming previous evidence that people who are on a diet report a higher SRH [27] . One might expect that the quality of life of people on a diet is lower than of those who are not. Leading a healthy lifestyle probably has a favourable impact on the SRH. However, people following a diet often have an unhealthy lifestyle and compensate with a diet.
Conclusions
Our findings on the associations between low SRH and diabetes, increased body mass index, coronary heart disease, smoking and aging are known and confirm what has previously been reported in literature. However, the associations between low SRH and speaking Dutch, not knowing your own length or having a family history of breast cancer or colon cancer as well as the association between high SRH and being on a cholesterol-lowering diet are new and interesting findings. This is important because these factors might have an impact on the assessment of SRH.
